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Revision: HCFA-PM-91-6 (MB) Page 11a
September 1991

State: Rhode Island

Citation

1902(a)(55) 2.1(d) The Medicaid agency has procedures to take applications, assist applicants,
and perform initial processing of applications from those low income
pregnant women, infants, and children under age 19, described in Section
1902(a)(10)(AXD)Y(IV), a(10)(A)XI)(VI), and (a)(10)(A)(ii)(IX) at locations
other than those used by the title IV-A program including FQHCs and
disproportionate share hospitals. Such application forms do not include the
AFDC form except as permitted by HCFA instructions.
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